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tumor of the right parotid. The tumor increased rapidly in size and broke 
into the external auditory canal, causing paralysis of the facial nerve and all 
its branches. The external ear was also involved. As extirpations were out 
of the question, injections of erysipelas toxin were begun. The local and 
general conditions improved so much that the patient wanted to go home. 
The microscope showed the masses growing in the auditory can al to be round- 
celled sarcomata with some epithelial cells and pearly bodies. The author 
remarks that even if this tumor entirely disappeared it would not prove any¬ 
thing, as it began during pregnancy, and it is well known that such growths 
either partly or entirely disappear after parturition in certain cases. 

Another case wa3 that of Mr. P., aged twenty-five years, with an angio¬ 
sarcoma of the left lateral wall of the pharynx. It was first curetted. This 
was followed by the radical operation for the removal of the growth, and 
another operation later for the removal of enlarged glands in the neck. In¬ 
jections were begun for local recurrence. They were always followed by 
fever, pain, local swelling, and herpes labialis. The tumor visibly decreased 
in size, and further glandular involvement did not occur up to the time of the 
report. 

Typical carcinomata of the upper jaw, lower jaw, rectum, and mamma 
were subjected to this treatment, but without result up to the time of making 
the report In one case of carcinoma of both upper jaws there was some 
decrease in size, softening, and improvement in swallowing. Although most 
of such cases are incurable, the patients should be given the chance offered 
by this remedy, as some tumors seem to be favorably influenced by its use. 

Emmerich and Scholl report six cases in the DcuUche mcdiciniache 
Wochawchrift, 1895, No. 17, subjected to the erysipelas serum treatment: 

Case I.—A woman, aged fifty-four years. After two daily injections of 
0.5 c.cm. of the serum into the pigeon-egg-sized tumor, it decreased one-half 
in size, and the skin that had been tense became wrinkled. On the third 
day the tumor had entirely disappeared after the injection of 2 c.cm. in all. 
Also injection into a hard subclavicular infiltration had caused considerable 
decrease in size. A tumor the size of a hen's egg in the axilla had disap¬ 
peared in three weeks. At the end of four weeks the patient left the hospital 
temporarily cured. 

Case II.—A very similar recurrent Carcinoma of the mamma was con¬ 
siderably reduced in size by injections of 0.3 to 0.5 c.cm. of the serum. The 
cure was interrupted, however, by other causes. 

Case III.—A sloughing carcinoma of the breast, with metastases in lungs 
and pleura, subjected to this treatment resulted ih decreasing the size of the 
tumor by two-thirds. 

Case IV.—A recurrent carcinoma the size of a nut on the inner side of the 
arm disappeared after the use of 20 c.cm. of the serum. 

Case V.—A woman, aged thirty-four years, had a large carcinoma of the 
mamma and a gland in the axilla as large as a goose-eg g . After sixteen 
days’ treatment the circumference of the formerly rapidly growing tumor was 
reduced by eight c.cm., the gland in the axilla decreased at least one-half, 
and the hard, formerly carcinomatous tissues got soft. 

Case VI.—Cancroid in a woman aged sixty-five years, situated at the outer 
angle of the eye; 0.5 to 2.0 c.cm. of the serum were administered at a time. 
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with frequent interruptions, and the authors noted a decadence in the car¬ 
cinomatous tissue and the partial formation of scars. 

The authors also observed softening and decrease in the size of a six-year- 
old sarcoma of the shoulder, of stony hardness, after three weeks of the 
serum treatment 


Anal Fissure or Ulcer. 

Harrison Cripps, in a lecture on this subject (Brititk Medical Journal , 
1895, No. 1803), advises that a patient with rectal or anal trouble be asked 
the following questions before making an examination: 

1. How frequently do you go to the closet? 

2. Do you pass any discharge from the bowel, and what does it look like? 

3. Do you have any pain, and does it come on immediately after passing a 
motion ? 

4. Does any part of the body come down at stool ? 

5. Do you pas3 any blood? 

6. Is the pan ever sprinkled or splashed with blood as if it had come out 
in a fine jet? 

If the patient has frequent calls to the closet extending over some months, 
and if the trouble originates in the rectum, either ulcerations, cancer, or 
stricture will almost surely be found to be present On the other hand, if 
the patient is constipated or has but one motion daily, we may be sure none 
of these diseases exist. The error is commonly made of supposing that con¬ 
stipation is a symptom of stricture of the rectum, whereas diarrhoea is nearly 
always complained of. If a discharge is present it is necessary to ascertain 
whether this comes from the interior of the bowel on going to the closet, or 
whether it comes from the outside as evidenced by stains on the linen. If 
from the inside and clear like the white of an egg, it may be mucus from 
internal prolapse or piles. If the quantity is considerable, a villous growth 
or polypus may be suspected. If the discharge is purulent or has a coffee- 
ground appearance, there is possibly internal ulceration, fibrous stricture, or 
cancer present. Discharge originating external to the bowel and staining 
the linen generally comes from a fistula. When part of the body comes 
down at stool, it will be either prolapse, internal piles, or hemorrhoids. 
Bleeding is common to almost all forms of rectal disorder, but one form is 
almost characteristic. If, during stool, the pan is sprinkled with blood, 
whatever else may be the matter, internal piles are almost certainly present. 

Any disease situated about the anus or the last inch of the rectum gives 
rise to pain, whereas extensive ulceration or cancer situated above the inter¬ 
nal sphincter may be almost painless. The pain of anal fissure is, however, 
almost diagnostic. It comes on during or soon after a motion of the bowels 
and continues for some time, gradually subsiding in the course of from a few 
minutes to several hours, when the patient is free from pain until the next 
evacuation. The pain is frequently of a burning character, and may be very 
severe. It is stated that in nine cases out of ten the ulcer will be found in 
the middle line, posteriorly. 

The treatment of anal fissure may be either palliative or operative. If the 
case is of very recent origin, if muscular fibres are not exposed, and if there 
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is no undermined muco-cutaneous surface or sinus, a cure may be effected by 
simple remedies. The motions should be kept soft by suitable laxatives, the 
anus should be gently washed with soap and water night and morning, and 
on no account should paper be used in the closet, the part being cleansed 
with a sponge or cotton and water. A soothing ointment may be applied 
five minutes before a motion, and an astringent ointment at night If this 
treatment fails, or if the case is of a more aggravated type, operative treat¬ 
ment becomes necessary. This Cripps describes as follows: After the usual 
preparation, the patient is etherized and placed in the lithotomy position. 
The sphincter is gently dilated and the ulcer examined with a fine probe to 
see if any fistulous tract exists, and the extent of the undermining of the 
edges. If a sinus is present it is opened in the usual manner. A speculum 
is next introduced in the rectum and the base of the ulcer divided. The in¬ 
cision should commence half an inch above the ulcer on the mucous surface 
and extend an equal distance on the cutaneous surface. Its depth should be 
sufficient to partly divide the external sphincter. A strip is then cut from 
either edge of the incision by scissors. The usual dressing is applied. It is 
recommended to keep the patient in bed two weeks; after getting about, 
walking will be less objectionnl than sitting until the wound is healed. 

On Synovitis and Suppurative Arthritis Occurring as 
Complications of Erysipelas. 

Gamgee calls attention in the Birmingham Medical Review, 1895, vol. 
xxxviii. No. 205, to the infrequency with which these complications are re¬ 
ferred to by most authors of English text-books. He has collected records 
of 817 cases of erysipelas, among which were 12 (1.46 per cent) cases of 
synovitis or suppurative arthritis. Regarding the pathology of these condi¬ 
tions, the author could find but one reference bearing on the former, that of 
Schuller, who found the streptococcus of erysipelas in a case of erysipelatous 
hydrarthrosis. Fehleisen and Hajek hold that the streptococcus erysipela- 
tosis is incapable of causing suppuration, which when it occurs is due, they 
claim, to the streptococcus pyogenes. On the other hand, a number of 
observers have found the erysipelas coccus in suppurating inflammation of 
the joints, which have been produced experimentally, indeed, in animals by 
injections of pure cultures. The cocci reach the joints by direct extension, 
when the area of erysipelas is in the vicinity of the affected joint, or by 
metastasis when the joint lesion occurs at a point remote from the seat of 
primary infection. The joint complications may arise at any time during 
the course of the attack of erysipelas. In two cases of synovitis recorded 
by Boucher, the affection appeared on the twentieth and eighteenth days 
respectively. In suppurative arthritis the earlier the disease appears the 
more acute are its symptoms, and unless prompt and energetic treatment be 
instituted disorganization of the joint will speedily follow, if not even the 
death of the patient. The prognosis will depend on the same factors as in 
other cases of suppurative arthritis. The treatment recommended in syno¬ 
vitis is perfect rest of the joint In suppurative, free incisions and absolute 
fixation are advised. Amputation may become necessary. 
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C<ELIOTOMY FOR VOLVULUS OF THE SlGMOID IN A MAN AGED EIGHTY- 
five Years; Intestinal Drainage; Recovery. 

J. Greig Smith and Charles E. S. Flemming report in the British 
Medical Journal , 1895, No. 1S03, the case of a man, aged eighty-five years, 
who presented the usual symptoms of volvulus. There had been complete 
obstruction for a week. After making an incision an enormously distended 
sigmoid could be detected by the fingers. A fold was pinched up and brought 
through the wound and incised, when enormous quantities of gas escaped. 
The gut was found to have made one complete twist, perhaps a little more. 
After reducing the twist, as the abdomen remained greatly distended, it was 
decided to fix and drain the bowel. This was accomplished by thrusting a 
piece of rubber-tubing of the diameter of a crow-quill through the incision 
made to relieve the distention, by stretching over a probe. It was retained 
by passing a safety pin through the serous and muscular of the bowel and 
through the wall of the tube. Secondary sutures were introduced. 

On the third day the abdomen was nearly flat and the tube was removed. 
The wound in the bowel was closed by Dupuytren’s suture, and the parietal 
wound closed. The patient did well from this time on, excepting an attack 
of pain and collapse on the eighth day. 

Mr. Smith says: “ Intestinal drainage as an accessory is scarcely inferior 
to removal of the cause of the obstruction in many cases as a means of get¬ 
ting the patient well. Properly managed, it can scarcely do harm and adds 
nothing to the operative risk, while its benefits in the reduction of mortality 
are very conspicuous.” His experience now covers one hundred cases. 

A Modification of the Operation of Pyloroplasty. 

Robson describes {British Medical Journal, 1895, No. 1803) two cases, and 
refers to a third, in which he performed the operation of pyloroplasty for 
stricture of the pylorus. All were successful. A longitudinal incision was 
made through the strictured portion, but instead of suturing this transversely, 
as is done in the Heineke operation, he introduced a decalcified hollow bone 
bobbin. Two continuous sutures were used to close the wound transversely 
—one through the mucous coat and one through the serous membrane. The 
bone-tube secures an immediate and thoroughly patent channel and affords 
protection to the line of sutures for from twenty ■'four to forty-eight hours, 
when union should be well established. 

Resection of the Hip for Coxalgia. 

Lambatte concludes an extensive study of this subject with the following 
summary {Journal de Mkdecine de Chirurgie et de Pharmacologic, 1895, Tome 
iv. Fasc. 3): 

1. Conservative treatment must be reserved for the first stage of coxalgia. 

2. Surgical intervention in tuberculosis of the hip joint is indicated as soon 
as pus has formed in the articulation. 

3. In coxalgia without suppuration surgical intervention is indicated if the 
pain or the deformity resists continuous extension. 



